
This is an open access article under the CC BY 4.0 license (https://creativecommons.org/licenses/by/4.0/).
J Clin Pediatr Dent. 2024 vol.48(3), 6-14 ©2024 The Author(s). Published by MRE Press. www.jocpd.com

Submitted: 06 July, 2023 Accepted: 10 August, 2023 Published: 03 May, 2024 DOI:10.22514/jocpd.2024.053

R E V I EW

Factors influencing parental acceptance toward the use
of passive immobilisation as behaviour guidance in
children during dental treatment: a scoping review
Norsaima Ismail1,2, Mohd Yusmiaidil Putera Mohd Yusof3,4, Ilham Wan Mokhtar5,*

1Centre for Paediatric Dentistry &
Orthodontics Studies, Faculty of
Dentistry, Sungai Buloh Campus,
Universiti Teknologi MARA, Jalan
Hospital, 47000 Sungai Buloh, SEL,
Malaysia
2Ministry of Health, Kompleks E, Pusat
Pentadbiran Kerajaan Persekutuan,
62000 Petaling Jaya, Malaysia
3Centre of Oral & Maxillofacial
Diagnostics and Medicine Studies,
Faculty of Dentistry, Sungai Buloh
Campus, Universiti Teknologi MARA,
47000 Sungai Buloh, SEL, Malaysia
4Institute of Pathology, Laboratory and
Forensic Medicine (I-PPerForM), Sungai
Buloh Campus, Universiti Teknologi
MARA, 47000 Sungai Buloh, SEL,
Malaysia
5Centre for Comprehensive Care
Studies, Faculty of Dentistry, Sungai
Buloh Campus, Universiti Teknologi
MARA, Jalan Hospital, 47000 Sungai
Buloh, SEL, Malaysia

*Correspondence
ilham@uitm.edu.my
(Ilham Wan Mokhtar)

Abstract
Exploring parental opinions regarding the use of passive immobilisation during dental
treatment is critical when identifying behaviour guidance application priorities. Instead
of being dismissed as an inappropriate and less favourable option, this article aims to
systematically evaluate factors affecting parental acceptance toward the use of passive
immobilisation as behaviour guidance among children during dental treatment in various
populations and regions. This research follows Arksey and O’Malley framework and
updated by Joanna Briggs Institute Framework for Scoping Reviews methodology to
summarise 40 research papers from 1984 to 2022 in PubMed, Web of Science, Science
Direct, EBSCO Host, Scopus, grey literature and Google search outlining the research
trend of parental acceptance toward passive immobilisation as behaviour guidance.
Factors influencing parental acceptance toward the use of passive immobilisation
were classified into parental socio-economic and demographic characteristics, exposure
method of the devices to the parents, type of dental procedures, and children’s
cooperation and cognitive level. In conclusion, the current explorative review of the
parental perspective toward passive immobilisation proposed a recommendation and
facilitate the dentist to consider this technique as an alternative option for behaviour
guidance in paediatric dentistry.
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1. Introduction

The major challenges with paediatric dental care are mostly
related to behaviour modulation. Dental care for children
without their cooperation is difficult, if not impossible [1]. Be-
haviour guidance techniques (BGT) aimed at reducing dental
anxiety, promoting a positive attitude toward the dentist, and
ensuring an effective treatment outcome [2]. Implementing
techniques outlined in basic BGT should form the foundation
for all behaviour guidance provided by dentists. However, due
to the diversity of children’s attitudes and temperaments, the
use of communicative behavioural guidance alone was insuf-
ficient as the techniques required bidirectional communication
and active participation. This may sometimes not be tolerated
by younger children and childrenwith special health care needs
who have limited psychological and emotional maturity [2, 3].
Integration of the overall BGT approach including advanced
BGT should be considered and individualised for each child
to facilitate the delivery of care [4]. The advanced BGT
commonly employed and taught in advanced paediatric dental
training programs include protective stabilisation, sedation,
and general anaesthesia (GA) [5]. Protective stabilisation is

broadly defined as the restriction of a patient’s movement,
with or without the patient’s permission to reduce the risk of
injury while allowing the safe completion of treatment [6, 7].
If the restriction involves another person(s), it is considered
active immobilisation while on the other hand, passive immo-
bilisation techniques utilise the use of mechanical restraining
devices (such as full-body immobilisation devices, positioning
devices and mouth prop) [7].

The use of full-body passive immobilisation devices (e.g.,
Papoose Board® or Joey Board®) works on the proven splint
principle of binding the child to a rigid board to suppress
struggling [8]. However, the application of these mechanical
restraining devices in paediatric dentistry provoked controver-
sies and debate among practitioners and parents. The use of
passive immobilisation devices was considered as cold and
non-humanised conduct that resembled the use of straight
jackets and evoked difficult ethical evaluation while making
individual assessments by the general dentist [9, 10]. Accept-
ability is a multi-faceted construct that reflects the extent to
which people delivering or receiving an intervention consider it
to be appropriate based on anticipated or experienced cognitive
and emotional responses to the intervention and has become
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a key consideration in the assessment and implementation of
healthcare interventions [11]. Given the limited exploration of
passive immobilisation in paediatric dentistry, the assessment
of parental acceptance is crucial when identifying priorities in
behaviour guidance application.
No comprehensive review has been done to investigate

parental approval of passive immobilisation since
few perspectives exist regarding its indication, potential
hazards, and acceptability of passive immobilisation as
behaviour guidance among children during dental treatment
globally [12–14]. This scoping review aimed to identify
the parameters influencing parental acceptance of passive
immobilisation as behaviour guidance among children during
dental treatment in various populations and regions. The
information offered in this article defines the scope of
available research while also providing a roadmap for future
research and policy to inform practice. Thus, this paper asks,
“What factors influence parental hierarchy acceptance of
passive immobilisation techniques as behavioural guidance in
paediatric dentistry?”.

2. Materials and methods

A scoping review was conducted to synthesise evidence from
a variety of study designs in order to clarify key concepts and
identify gaps in the published literature, using the Arksey and
O’Malley [15] and reported in accordance with the Joanna
Briggs Institute Reviewers Manual [16]. Additionally, the lit-
erature screening process was summarised using the Preferred
Reporting Items for Systematic Reviews and Meta-Analyses
(PRISMA-ScR) guidelines [17].

2.1 Search strategies
Table 1 illustrates how the review was structured using a PCC
question (Population, Concept and Context) recommended
for scoping reviews by the Joanna Briggs Institute. From
20 August 2022 to 05 September 2022, a literature search
was conducted in PubMed, Web of Science, Science Direct,
EBSCO Host Medline Complete and Scopus with the results
evaluated based on their content and relevance. The phrases
“parental acceptance” OR “parental attitude” AND “passive
restraint” OR “passive immobilization” OR “passive stabil-
isation” OR “protective stabilisation” OR “papoose board”
OR “behaviour guidance” OR “behaviour management ap-
proach” were searched in the databases. Table 2 summarises
the search phrases that were utilised. Similar search phrases
were also used to find any significant papers in the following
journals: Paediatric Dentistry, European Archive of Paediatric
Dentistry, Special Care in Dentistry, Journal of Indian Society
Pedodontic and Preventive Dentistry, and Journal of Dentistry
for Children. Because most of the articles published in these
journals were relevant to this investigation, they were chosen.
In addition, grey literature and Google searches were carried
out.

2.2 Study identification and selection
Two independent reviewers assessed the significance and rele-
vance of the selected literature based on its content and publica-

TABLE 1. Search criteria based on a PCC question.
Population Parents of children and children with special

health care need aged less than 18 years old
Concept All types of assessment, ranking preferences, and

acceptance of passive immobilisation as behaviour
guidance technique in dentistry

Context Different factors affecting the parental acceptance
on passive immobilisation usage on their children

TABLE 2. Summary of keyword term.
Keyword Term

Parental related term
Parental acceptance
Parental attitude

Imobilisation related term
Papoose board
Passive immobilisation
Passive restraint
Passive stabilisation
Protective stabilisation
Behaviour guidance
Behaviour management techniques

tion type (NSI and IWM). The publication type was then deter-
mined to ensure that only research articles published in English
were included. Other sorts of articles, such as case studies,
reviews, commentaries, editorial remarks, dissertations, and
conference abstracts, were not considered. We omitted studies
that did not utilised the term passive immobilisation explicitly,
such as protective stabilisation or physical restraint, where the
sort of restraining devices could not be determined.
After locating articles in the databases, they were imported

into Thompson Reuters EndNote X6 software (Philadelphia,
PA, USA), where duplicates were deleted. Based on the titles
and abstracts of the papers, the eligibility criteria were utilised
to do a preliminary screening. According to Fig. 1 for the
PRISMA-ScR selection process flow diagram, the full text of
publications was then examined to identify which articles were
eligible for inclusion in the review. Disagreements among
reviewers were rectified through discussions. A third reviewer
(MYMP) was consulted when differences remained. A data
extraction form was employed to extract study features such as
the author(s), the year of publication, the country of origin of
the study, the research design, the population, the concept, and
the context. A narrative synthesis of the results was performed
to address the objectives.

3. Results

The initial search using the keywords identified 641 articles.
A total of 440 articles were excluded due to title, abstract,
and duplicate removal screening. The remaining 201 articles
were evaluated for eligibility on a case-by-case basis. Finally,
only 40 full-text articles met the criteria for inclusion. The
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FIGURE 1. Flowchart on literature search and study selection process. PRISMA: Preferred Reporting Items for Systematic
Reviews and Meta-Analyses; WOS: Web of Science.

articles included in the scoping review are summarised in
Supplementary Table 1.

3.1 Characteristic of the included studies
The publications featured in this study spanned between the
years 1984 to 2022. Only two studies were published in
1984 [18, 19]. After a quinquennial period of silence, three
studies from the United States begin to publish their findings
on parental attitudes on behaviour management in paediatric
dentistry in 1991 [20–22]. Following a study in 1992 [23], two
studies in 1995 [24, 25], a study in 1998 [26] and 1999 [27]
were published. In the millennial years, two publications were
published in 2005 [12, 28], and one research was published
in each of 2007 [29], 2008 [30] and 2010 [31]. Then, in
2012, authors from Asian countries began to contribute two
researches [32, 33]. Around 25 of the 40 publications were
published in the previous ten years, demonstrating an increase
in interest in the use of passive immobilisation in dentistry
settings.
As illustrated in Fig. 2, a total of 40 papers were reviewed,

which slightly more than one-third (15 of 40) conducted in
the United States. India was second with eight articles, fol-

lowed by Iran and Saudi Arabia with three articles. Brazil,
Germany, Israel and Malaysia, each with two articles. Greece,
Japan, Spain, Thailand and Turkey each contributed one paper.
Among all the papers reviewed, only five articles utilised sam-
ple parents with special healthcare needs originated from India
[32], United States [25, 30], and Brazil [29, 34]. Three studies
were comparing parents with disabilities and without disabil-
ities [25, 32, 34]. The type of disabling condition includes
physical disabilities such as cerebral palsy [29], and syndromic
childrenwith intellectual disabilities such as Down’s syndrome
[25, 34], Autism Spectrum Disorder [30], and Intellectual
Developmental Disability [29].

3.2 Type of passive immobilisation

Most of the studies (95%) included used full body restraining
devices like Papoose Board and Pedi-Wraps to denote passive
immobilisation technique. Three articles specified mouth prop
devices as passive immobilisation instrument in their studies
[32, 35, 36].
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FIGURE 2. Countries of primary studies’ subjects.

3.3 Factors influencing parental acceptance
of passive immobilisation techniques
Factors influencing parental acceptance toward the use of pas-
sive immobilisation devices as behaviour guidance in children
during dental treatment could be divided into three major cat-
egories which were parent influences, children characteristic,
and type of dental procedures. The parental influences were
subdivided into cultural, socio-economic, educational (socio-
behavioural), and method of exposure while the children’s
characteristics were age, cognitive level, and children with
special health care needs.

3.3.1 Parent influence
3.3.1.1 The impact of cultural factors
Cultural factors such as race and ethnicity have been found to
influence patient behaviour and child-rearing practices, which
in turn can influence a child’s willingness to cope in a dental
setting [37]. Culture helps to construct parenting identity and
is transmitted by influencing parental cognitions that in turn
were thought to shape parenting style and their willingness
to accept different treatment modalities [38]. This scoping
review found four articles mentioning different parental racial
backgrounds in relation to parental acceptance toward passive
immobilisation [13, 26, 39, 40] while only one article discussed
parental anxiety factor [41].
Passive immobilisation technique was more acceptable for

authoritarian parents while authoritative parents tended to ac-
cept communicativemanagement techniques [41]. When com-
pared to authoritarian and permissive parenting, authoritative
parenting has the most positive impact on children with better
emotional development and more cooperation in dental offices
[42]. Parental preferences for BGT also may be related to
parental dental anxiety as children of moderate to high-anxiety
parents showed more negative behaviours [43]. As a result of
this, parents with moderate anxiety seem to prefer protective
stabilisation if needed [41].

Hispanic parents were more accepting of passive immobili-
sation techniques for their child’s dental treatment as compared
to African American and non-Hispanic American parents [13,
40]. Hispanic mothers were reported to have a greater level
of discipline in parenting [44] while white non-Hispanic par-
ents reported less authoritarian parenting styles than Mexican
American parents [45]. On the contrary, Hispanic parents
from a study by Scott and Garcia-Godoy [26] showed that no
single behaviour management technique was rated completely
acceptable due to the smaller sample size.
Al Zoubi et al. [39] suggested that cultural and socio-

economic differences gave different outcomes between the
two samples from Germany and Jordan. Sample parents from
Jordan preferred passive immobilisation over pharmacological
techniques in contrast with parents from Germany who
favoured general anaesthesia (GA) among other advanced
BGT. This situation was attributed by higher caries prevalence
in the primary dentition of 6 year-old of Jordanian children
(76.4%) [46] as compared to children in Greifswald (58.5%)
[47] which due to the high cost of pharmacological treatment
and non-coverage of this treatment by insurance in Jordan
may be a factor which influences the parent’s acceptance of
passive immobilisation [14]. On the other hand, GA for dental
treatment was generally covered by the health insurance till
the age of 12 years in Germany [39].

3.3.1.2 The impact of socioeconomic and
education background
Another factor influencing parental acceptance of passive im-
mobilisation is the family’s socioeconomic status. According
to studies, parents with amoderate to high socioeconomic class
favoured this strategy less [18, 23, 31]. Therewas a statistically
significant difference in family income between parents from
the University clinic and the private practice since one of the
main reasons for families visiting the University clinic was the
lower cost [48].
The parent’s employment and educational background
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are crucial factors in selecting the ideal BGT for their
children’s treatment. Professionals and semi-professionals
with a higher level of education were less receptive to
passive immobilisation techniques and more accepting
of pharmacological behaviour approaches like GA and
nitrous oxide sedation [32, 39, 48, 49]. They are thought to
comprehend the procedure better and demand the most
pleasant therapy method. Surprisingly, despite their
professional, semi-professional, skilled, and semi-skilled
employment background, passive immobilisation was
identified as the second most accepted BGT among parents in
an Indian survey [50]. On the flip side, Seangpadsa et al. [51]
also obtained similar results with passive restraints ranked
at the second highest approval rating in their study although
the majority of the parent had bachelor’s degree (62.5%) and
higher than bachelor’s degree (22%). Sometimes, regardless
of their educational status, parents still opted for passive
restraint as a behaviour management modality, rather than
sedation and GA particularly in uncooperative children [52].

3.3.1.3 Method of exposure to passive
immobilisation
The parent was exposed to passive immobilisation techniques
in a variety of ways, including audio-visual, PowerPoint pre-
sentation, verbal explanation, written description, photograph,
or real-time observation of the devices being used on their
own child. According to studies, parents who watched video-
tapes with explanations were substantially more receptive to
behaviour management techniques than those who watched
videotapes without explanations [29, 35]. Parents who re-
ceived a good explanation for the papoose board were more
likely to accept it than parents who received a neutral, non-
committal explanation [26]. Also, the demonstration video of
Papoose Board usage in a positive and stress-free environment
increased acceptance among responders [53].
A written and visual description of the passive immobil-

isation technique alters carer attitudes toward the procedure
and increases their likelihood of consenting to its use [50, 54].
Nonetheless, it was advised that providing information about
each procedure to parents in an interpersonal (verbal)manner is
most likely to result in parents who feel fully informed and are
more likely to offer written consent [37, 55]. On the contrary,
Paryab et al. [56] discovered that none of the information
presentation strategies showed a preference over the others in
behaviour management.
Randomisation order of the vignette in the videotape may

uniquely influenced theway inwhich a respondent reacts as the
parents watching passive immobilization first were not influ-
enced by other management techniques and, therefore, may not
have rated it as unacceptable as parents who watched passive
immobilisation last [57]. Group effect on parental rating also
tends to rate passive immobilisation as less acceptable than
parents viewing the same BGT individually but the effect was
not significant [20].
After experiencing passive immobilisation with their chil-

dren, most parents’ attitudes improved [22, 27, 30]. The actual
presentation of the use of the papoose board was done in
accordance with currently acceptable procedures. This method
gave them a positive impression that their decision to allow

passive restraint was appropriate and that theywould bewilling
to have their child treated under passive restraint in the future
if necessary [22, 27].

3.3.2 Children characteristic
3.3.2.1 Age and cognitive level of the child
Acceptance of passive immobilisation is higher in parent with
younger age group children due to the child uncooperativeness
[51, 53]. Children’s behaviour depends on the level of develop-
ment and age which might affect their coping mechanism with
difficult or anxiety-inducing situations such as dental treatment
[54]. Passive immobilisation was viewed as a safe, protective,
and effective technique by the parent with preschool children
[51]. However, the majority of parents with pre-school age
children preferred least aggressive techniques instead of pas-
sive immobilisation [51, 58]. As the child enters the school,
the child initiates the process of socialising and learning the
conforming boundaries of behaviour which might improve
their coping mechanism [59]. This might be the reason why
most parents (84.5%) responded they would prefer to stop the
treatment of an uncooperative child, or to stop and calm the
child and then resume treatment using communicative BGT in
middle age school children [60].

3.3.2.2 Children with special health care needs
Children with special health care needs (CSHCN) is defined
as “those who have or are at increased risk for a chronic
physical, developmental, behavioural or emotional condition
and who also require health and related services of a type or
amount beyond that required by children generally” [61]. They
exhibited stronger anxiety due to their cognitive impairment
which caused communication barriers between patients and
dental professionals, leading to more challenges in behaviour
management [62]. Parents of CSHCN exhibited more willing-
ness to use techniques to accomplish needed care, based on
their experienced working with other providers or therapists or
their own approaches to function in daily life with a CSHCN
[25, 34]. A parent whose child had experienced with passive
restraint was 1.8 times more likely to accept passive physical
restraint than a parent whose child had no such prior experi-
enced [29]. Dentists also reported that 20% of children with
autism of the studied population showed calming effect while
utilising the stabilisation devices which might increase parent
acceptability [30].

3.3.2.3 Type of dental procedure
In 1984, a study showed that Papoose Board was consistently
unacceptable with all dental procedures such as dental exam-
ination, prophylaxis treatment and restoration but was greatly
accepted only during an emergency extraction [19]. Still in
2021, higher parental acceptance of passive immobilisation
was noted simply when the treatment was urgent (e.g., pain
or dental trauma) [39].
Al Zoubi et al. [63] pointed out that the use of passive

restraint should be limited to specific emergency situations
for a short duration of time and the dentist should clarify
the technique to the parents before using it. A retrospective
cohort of 4300 parents, passive restraint was opted for an
alternative BGT when sedative techniques fail to overcome



11

resistive behaviour in order to complete the treatment [64].

3.4 Passive immobilisation ranking parental
preferences
Exploration of 40 articles showed that the relative acceptability
of passive immobilisation techniques has not shown much
change over time and has lingered in the last and second last
of ranking preferences from other BGT. However, ranking
preferences among parents with disabilities increased to the
second most preferred techniques [25, 29, 32, 34] even in
comparison with GAwhichmight be attributed due to potential
systemic risk of anaesthetic agent particularly in children with
medically compromised [34, 65]. It could be seen that the
high acceptance level of protective stabilisation strategy was
attributed to the fact that parents were more familiar with the
use of restraining devices in medical and dental care, including
the trust established between parents and professionals who
work in the department as many patients have been monitored
over long periods of time [34].

4. Discussion

4.1 Strength of the study
To our knowledge, this is the first comprehensive scoping re-
view that explores various factors influencing parental accep-
tance toward the use of passive immobilisation as behaviour
guidance in children during dental treatment. Existing review
articles have not discussed arguments regarding passive immo-
bilisation relevancy instead as being considered as forgotten
behaviour management technique. On the other hand, this
scoping review was able to screen all publicly accessible re-
sources worldwide. Although a systematic review cannot be
conducted at the moment due to the scarcity of experimental
studies in the context of outcome measures of parental accep-
tance toward passive immobilisation, this review followed a
structured methodology that included the ranking preferences
of BGT among parents and their confounding factors that
influence parental mannerism. Thus, this article may be the
most in-depth discussion regarding passive immobilisation
techniques in dentistry.

4.2 Knowledge gap
The hierarchy of acceptability of the passive immobilisation
has changed in some regards for the past several decades.
Several studies of parental acceptance of this advanced BGT
demonstrated differing views of parental attitudes. Earliest
studies conducted in 1984 regarding papooe board stated that
the parent unfavoured aggressive techniques and they believed
that the use of passive immobilisation device was unacceptable
in all dental procedures except for emergency exodontia [18,
19]. Approximately a decade after, papoose board still located
at the lowest rank of parental acceptance regardless to group
effect on the parental rating and randomised order of the
videotapes used to introduce the BGT [20, 21]. Nevertheless,
real time observation of the passive immobilisation device
being applied to their own child showed that 90% of themother
approved the use of papoose board [22]. As the time evolved,

higher acceptance rate was found with regard to positive verbal
explanations by the dentist [28] and children with different
disabilities [25, 29, 32, 34]. Tsuchihashi et al. [33] who
monitored internal stress using electrocardiogram (ECG) in
healthy children showed that passive immobilisation technique
would not necessarily be a traumatic event in a short term.
Papoose Board also known as sensory adaptation technique
device that provide a calming effect in CSHCN and children
with autism [30, 66]. In 2022, a study done in CSHCN
showed that papoose board can be considered safe and has
no discernible influence on the child’s physiological responses
by the measurement of their blood pressure, heart rate, and
oxygen saturation level [67]. There were limited studies that
compared the acceptability of passive restraint among par-
ents with healthy children versus CSHCN as the strategy was
viewed as “aversive” technique and restricted by litigations
and policies by certain countries. Passive immobilisation may
not be equally accepted and vary widely in different parts of
the world and the acceptance may be uniquely influenced by
either race and ethnicity [40], cultural background [13, 39, 51],
parenting style and parental anxiety [41].
Passive immobilisation is a contentious issue for dental

practitioners. The professionals and lay media have described
the use of papoose board as a “barbaric practice” that should be
banned and may be seen as child abuse [9, 68]. The use of pas-
sive immobilisation devices was considered as a cold and non-
humanised conduct that resembling the use of straightjackets
by the psychologist [9]. This was consistent with research
from other health services as well, where passive immobili-
sation is perceived as emotionally challenging among nurses
[69]. Exploration of general dentist perspectives showed that
the use of restraint evoked difficult ethical evaluations while
making individual assessments [10]. In United Kingdoms
and Nordic countries, protective stabilisation were no longer
a legal method of care [70]. However, in Asian countries
like Malaysia, there was no legislation on the use of passive
immobilisation devices in dental settings. The only legislation
on the use of passive immobilisation was in non-psychiatric
settings, where it should only be considered in emergency
situations or if deemed clinically appropriate and justified [71].
The principles of human right to health must be adhered to at
all times and should not be used as a form of punishment [72].
The current review’s factors resulted in a suggestive pref-

erence checklist before implementing passive immobilisation
as a behaviour guidance technique in paediatric dentistry (Ta-
ble 3). This will assist the practitioner in considering and
justifying passive immobilisation techniques as a viable choice
for behaviour management in dentistry settings. Every time
a passive immobilisation device is used, it is strongly ad-
vised that details such as indications, written consent, vital
signs monitoring records (e.g., baseline, pre-operative, intra-
operative and post-operative), length of use, and side effects
be recorded.

5. Conclusions

The provision of information allows parents to engage in
treatment decision-making, which gives an understanding of
aspects related to their child’s recommended dental care and
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TABLE 3. Suggestive preference checklist toward passive immobilisation as behaviour guidance techniques.
Factors Assessment of Suggestive Preference toward passive immobilisation

Low High
Parent Factor

Parenting style Authoritative Authoritarian
Parental dental anxiety High dental anxiety Low dental anxiety
Socio-economy status Afford/insurance covered for General

Anaesthesia modality cost
Less affordable/no insurance covered for

General Anaesthesia modality cost
Children Characteristic

Age School children Younger child (Pre-schooled children)
Cognitive level Healthy children Special Health Care Needs Children
Medical Status Severe respiratory diseases affected by

restriction of the chest
Medically compromised that

contraindicated for GA
Dental Procedure

The urgency of the treatment Not urgent Urgent
Duration of the treatment More than 30 min Less than 30 min

aids in reducing situational parental anxiety. Providing infor-
mation on BGT to parents before the start of treatment is an
essential component of children’s dental care, as positive ver-
bal information enhances parents’ acceptance of the indicated
particular type of dental treatment.

ABBREVIATIONS

AR, active restraint; BGT, behaviour guidance techniques;
BMT, behaviour management techniques; CE, Contigent Es-
cape; DIS, Distraction; GA, general anaesthesia; HOM, hand
over mouth; MOD, modelling; MP, mouthprop; N2O2/O2,
nitrous oxide/oxygen Sedation; PB, papoose board; PI, passive
immobilisation; OS, oral sedation; VC, voice control; PR,
positive reinforcement; TSD, tell show do.

AVAILABILITY OF DATA AND MATERIALS

The data are contained within this article (and supplementary
material).

AUTHOR CONTRIBUTIONS

NI—devised the methods, collected and analysed the data and
led the writing. MYPMY—commented on methods, assisted
in data analysis and guided the writing. IWM—conceived the
idea for thewhole study, supervisedNSI during data collection,
guided the writing, and commented on the draft. All authors
contributed to editorial changes in the manuscript. All authors
read and approved the final manuscript.

ETHICS APPROVAL AND CONSENT TO
PARTICIPATE

The ethics were approved by the University Teknologi MARA
(UiTM) Research Ethics Committee with the reference num-
ber (REC/08/2020/FB 189) and consent to participate is not

applicable.

ACKNOWLEDGMENT

The authors would like to express their deepest gratitude to
Kementerian KesihatanMalaysia for funding doctorate studies
at the university as well as all staff of the Faculty of Dentistry
Universiti Teknologi MARA (UiTM).

FUNDING

This study was funded by University Grant (DUCS-P) with
reference number 600-UiTMSEL (P.1 5/4) (074/2022).

CONFLICT OF INTEREST

The authors declare no potential conflicts of interest with
respect to the authorship and/or publication of this article.

SUPPLEMENTARY MATERIAL

Supplementary material associated with this article can be
found, in the online version, at https://oss.jocpd.com/
files/article/1785195158592995328/attachment/
Supplementary%20material.docx.

REFERENCES
[1] Arnrup K, Broberg AG, Berggren U, Bodin L. Treatment outcome in

subgroups of uncooperative child dental patients: an exploratory study.
International Journal of Paediatric Dentistry. 2003; 13: 304–319.

[2] American Academy of Pediatric Dentistry. Behavior guidance for the
pediatric dental patient. The Reference Manual of Pediatric Dentistry.
American Academy of Pediatric Dentistry: Chicago, Ill. 2020: 292–310.

[3] Betz CL, Taylor Baer M, Poulsen M, Vahanvaty U, Bare M, Haddad Y, et
al. Secondary analysis of primary and preventive services accessed and
perceived service barriers by children with developmental disabilities and
their families. Issues in Comprehensive Pediatric Nursing. 2004; 27: 83–
106.

https://oss.jocpd.com/files/article/1785195158592995328/attachment/Supplementary%20material.docx
https://oss.jocpd.com/files/article/1785195158592995328/attachment/Supplementary%20material.docx
https://oss.jocpd.com/files/article/1785195158592995328/attachment/Supplementary%20material.docx


13

[4] Makansi N, Carnevale FA, Macdonald ME. The conceptualization of
childhood in North American pediatric dentistry texts: a discursive case
study analysis. International Journal of Paediatric Dentistry. 2018; 28:
189–197.

[5] Adair SM, Waller JL, Schafer TE, Rockman RA. A survey of members
of the American Academy of Pediatric Dentistry on their use of behavior
management techniques. Pediatric Dentistry. 2004; 26: 159–166.

[6] Nunn J, Foster M, Master S, Greening S. British society of paediatric
dentistry: a policy document on consent and the use of physical
intervention in the dental care of children. International Journal of
Paediatric Dentistry. 2008; 18: 39–46.

[7] American Academy of Pediatric Dentistry. Use of protective stabilization
for pediatric dental patients. The ReferenceManual of Pediatric Dentistry
(pp. 325–331). American Academy of Pediatric Dentistry: Chicago, Ill.
2021.

[8] Shanthi M. Exploit restraints in managing maladaptive behaviors. Asian
Pacific Journal of Health Sciences. 2014; 1: 354–361.

[9] Ilha MC, Feldens CA, Razera J, Vivian AG, de Rosa Barros Coelho EM,
Kramer PF. Protective stabilization in pediatric dentistry: a qualitative
study on the perceptions of mothers, psychologists, and pediatric dentists.
International Journal of Paediatric Dentistry. 2021; 31: 647–656.

[10] Aarvik RS, Agdal ML, Svendsen EJ. Restraint in paediatric dentistry:
a qualitative study to explore perspectives among public, non-specialist
dentists in Norway. Acta Odontologica Scandinavica. 2021; 79: 443–450.

[11] Sekhon M, Cartwright M, Francis JJ. Acceptability of healthcare
interventions: an overview of reviews and development of a theoretical
framework. BMC Health Services Research. 2017; 17: 88.

[12] Eaton JJ, McTigue DJ, Fields HW Jr, Beck M. Attitudes of contemporary
parents toward behavior management techniques used in pediatric
dentistry. Pediatric Dentistry. 2005; 27: 107–113.

[13] Martinez Mier EA, Walsh CR, Farah CC, Vinson LA, Soto-Rojas AE,
Jones JE. Acceptance of behavior guidance techniques used in pediatric
dentistry by parents from diverse backgrounds. Clinical Pediatrics. 2019;
58: 977–984.

[14] Alammouri M. The Attitude of parents toward behavior management
techniques in pediatric dentistry. Journal of Clinical Pediatric Dentistry.
2006; 30: 310–313.

[15] Arksey H, O’Malley L. Scoping studies: towards a methodological
framework. International Journal of Social Research Methodology. 2005;
8: 19–32.

[16] Peters M, Godfrey C, Khalil H, McInerney P, Soares C, Parker D. 2017
Guidance for the Conduct of JBI Scoping Reviews. 2017. Available
at: https://edisciplinas.usp.br/pluginfile.php/7315963/
mod_resource/content/1/manual_capitulo_revisao_escopo_
JBIMES_2021April.pdf (Accessed: 20 November 2023).

[17] Tricco AC, Lillie E, Zarin W, O’Brien KK, Colquhoun H, Levac D, et al.
PRISMA extension for scoping reviews (PRISMA-ScR): checklist and
explanation. Annals of Internal Medicine. 2018; 169: 467–473.

[18] Murphy MG, Fields HW Jr, Machen JB. Parental acceptance of pediatric
dentistry behavior management techniques. Pediatric Dentistry. 1984; 6:
193–198.

[19] Fields Jr HW,Machen JB,MurphyMG.Acceptability of various behavior
management techniques relative to types of dental treatment. Pediatric
Dentistry. 1984; 6: 199–203.

[20] Wilson S, Antalis D, McTigue DJ. Group effect on parental rating of
acceptability of behavioral management techniques used in pediatric
dentistry. Pediatric Dentistry. 1991; 13: 200–203.

[21] Lawrence SM, McTigue DJ, Wilson S, Odom JG, Waggoner WF, Fields
HW Jr. Parental attitudes toward behavior management techniques used
in pediatric dentistry. Pediatric Dentistry. 1991; 13: 151–155.

[22] Frankel RI. The Papoose Board and mothers’ attitudes following its use.
Pediatric Dentistry. 1991; 13: 284–288.

[23] Havelka C, McTigue D, Wilson S, Odom J. The influence of social status
and prior explanation on parental attitudes toward behavior management
techniques. Pediatric Dentistry. 1992; 14: 376–381.

[24] Allen KD, Hodges ED, Knudsen SK. Comparing four methods to inform
parents about child behavior management: how to inform for consent.
Pediatric Dentistry. 1995; 17: 180–186.

[25] Brandes DA, Wilson S, Preisch JW, Casamassimo PS. A comparison of
opinions from parents of disabled and non-disabled children on behavior

management techniques used in dentistry. Special Care in Dentistry. 1995;
15: 119–123.

[26] Scott S, García-Godoy F. Attitudes of Hispanic parents toward behavior
management techniques. ASDC Journal of Dentistry for Children. 1998;
65: 128–131.

[27] Peretz B, Zadik D. Parents’ attitudes toward behavior management
techniques during dental treatment. Pediatric Dentistry. 1999; 21: 201–
204.

[28] Kupietzky A, RamD. Effects of a positive verbal presentation on parental
acceptance of passive medical stabilization for the dental treatment of
young children. Pediatric Dentistry. 2005; 27: 380–384.

[29] Oliveira ACB, Paiva SM, Pordeus IA. Parental acceptance of restraint
methods used for children with intellectual disabilities during dental care.
Special Care in Dentistry. 2007; 27: 222–226.

[30] Marshall J, Sheller B, Mancl L, Williams BJ. Parental attitudes regarding
behavior guidance of dental patients with autism. Pediatric Dentistry.
2008; 30: 400–407.

[31] de León JL, Jimeno FG, Dalmau LJB. Acceptance by Spanish parents of
behaviour-management techniques used in paediatric dentistry. European
Archives of Paediatric Dentistry. 2010; 11: 175–178.

[32] Elango I, Baweja D, Shivaprakash P. Parental acceptance of pediatric
behavior management techniques: a comparative study. Journal of Indian
Society of Pedodontics and Preventive Dentistry. 2012; 30: 195–200.

[33] Tsuchihashi N, Uehara N, Takagi Y, Miwa Z, Sugimoto K. Internal stress
in children and parental attitude to dental treatment with passive restraint.
Pediatric Dental Journal. 2012; 22: 170–177.

[34] Castro AM, Espinosa RCG, Pereira CAM, Castro TC, Santos MASB,
Santos DR, et al. Behavior guidance techniques used in dental care for
patients with special needs: acceptance of parents. Brazilian Research in
Pediatric Dentistry and Integrated Clinic. 2016; 16: 113–121.

[35] Gupta D, Khajuria S. Acceptance of different behaviour management
techniques used in pediatric dentistry by parents. International Journal
of Science and Research. 2019; 8: 889–891.

[36] Acharya S. Parental acceptance of various behaviour management
techniques used in pediatric dentistry: a pilot study in Odisha, India.
Brazilian Research in Pediatric Dentistry and Integrated Clinic. 2017; 17:
1–6.

[37] NgMW.Multicultural influences on child-rearing practices: implications
for today’s pediatric dentist. Pediatric Dentistry. 2003; 25: 19–22.

[38] Harkness S, Super CM, Moscardino U, Rha J-H, Blom MJ, Huitrón B, et
al. Cultural models and developmental agendas: Implications for arousal
and self-regulation in early infancy. Journal of Developmental Processes.
2007; 2: 5–39.

[39] Al Zoubi L, Schmoeckel J, Mustafa Ali M, Splieth C. Parental acceptance
of advanced behaviour management techniques in paediatric dentistry
in families with different cultural background. European Archives of
Paediatric Dentistry. 2021; 22: 707–713.

[40] Hill B, Fadavi S, LeHew CW, Rada R. Effect of caregiver’s race and
ethnicity on acceptance of passive immobilization for their child’s dental
treatment. Journal of Dentistry for Children. 2019; 86: 3–9.

[41] Taran PK, Kaya MS, Bakkal M, Özalp Ş. The effect of parenting styles
on behavior management technique preferences in a Turkish Population.
Pediatric Dentistry. 2018; 40: 360–364.

[42] Howenstein J, Kumar A, Casamassimo PS, McTigue D, Coury D, Yin
H. Correlating parenting styles with child behavior and caries. Pediatric
Dentistry. 2015; 37: 59–64.

[43] Kilinç G, Akay A, Eden E, Sevinç N, Ellidokuz H. Evaluation of
children’s dental anxiety levels at a kindergarten and at a dental clinic.
Brazilian Oral Research. 2016; 30: S1806-83242016000100701.

[44] Cardona PG, Nicholson BC, Fox RA. Parenting among Hispanic and
Anglo-American mothers with young children. The Journal of Social
Psychology. 2000; 140: 357–365.

[45] Varela RE, Vernberg EM, Sanchez-Sosa JJ, Riveros A, Mitchell M,
Mashunkashey J. Parenting style of Mexican, Mexican American, and
Caucasian-non-Hispanic families: social context and cultural influences.
Journal of Family Psychology. 2004; 18: 651–657.

[46] Rajab LD, Petersen PE, Baqain Z, Bakaeen G. Oral health status among
6- and 12-year-old Jordanian schoolchildren. Oral Health & Preventive
Dentistry. 2014; 12: 99–107.

[47] Basner R, Santamaria RM, Schmoeckel J, Schüler E, Splieth CH.

https://edisciplinas.usp.br/pluginfile.php/7315963/mod_resource/content/1/manual_capitulo_revisao_escopo_JBIMES_2021April.pdf
https://edisciplinas.usp.br/pluginfile.php/7315963/mod_resource/content/1/manual_capitulo_revisao_escopo_JBIMES_2021April.pdf
https://edisciplinas.usp.br/pluginfile.php/7315963/mod_resource/content/1/manual_capitulo_revisao_escopo_JBIMES_2021April.pdf


14

Epidemiological Accompanying investigations for Group prophylaxis
2016. German working group for youth dental care. 2017. Available
at: https://www.daj.de/fileadmin/user_upload/PDF_
Downloads/Epi_2016/Epi_final_BB1801_final.pdf (Accessed:
20 November 2023).

[48] Boka V, Arapostathis K, Vretos N, Kotsanos N. Parental acceptance of
behaviour-management techniques used in paediatric dentistry and its
relation to parental dental anxiety and experience. European Archives of
Paediatric Dentistry. 2014; 15: 333–339.

[49] Daghamin S, Balharith M, Alhazmi S, AlObaidi F, Kakti A. Behavior
management techniques in pediatric dentistry: how well are they
accepted. Academic Journal of Pediatrics & Neonatology. 2017; 5:
555722.

[50] Kumar M, Aravinth V, Chenchugopal M, Elangovan A, Thomas
A, Aishwarya V, et al. Assessing the attitude of parents towards
various behaviour management techniques used during paediatric dental
treatment: a cross-sectional study. Journal of Clinical & Diagnostic
Research. 2021; 15: 35–40.

[51] Seangpadsa K, Smutkeeree A, Leelataweewud P. Parental acceptance
of behavior management techniques for preschool children in dental
practice: revisited. Journal of the Indian Society of Pedodontics and
Preventive Dentistry. 2020; 38: 274–279.

[52] Patil R, SahuA, Bansal A, DamleN, Kashyap S. Knowledge, attitude, and
awareness in parents on the use of physical restraints during children’s
dental treatment. International Journal of Pedodontic Rehabilitation.
2021; 6: 46–51.

[53] Desai S, Shah P, Jajoo S, Smita P. Assessment of parental attitude toward
different behavior management techniques used in pediatric dentistry.
Journal of Indian Society of Pedodontics and Preventive Dentistry. 2019;
37: 350–359.

[54] Roberts JF, Curzon MEJ, Koch G, Martens LC. Behaviour management
techniques in paediatric dentistry. European Archives of Paediatric
Dentistry. 2010; 11: 166–174.

[55] Yusof M, Teo CH, Ng CJ. Electronic informed consent criteria for
research ethics review: a scoping review. BMC Medical Ethics. 2022;
23: 117.

[56] Paryab M, Afshar H, Mohammadi R. Informing parents about the
pharmacological and invasive behavior management techniques used in
pediatric dentistry. Journal of Dental Research, Dental Clinics, Dental
Prospects. 2014; 8: 95–100.

[57] Patel M, McTigue DJ, Thikkurissy S, Fields HW. Parental attitudes to-
ward advanced behavior guidance techniques used in pediatric dentistry.
Pediatric Dentistry. 2016; 38: 30–36.

[58] Wan Mokhtar I, Jalani NFF, Hamid NA, Baharuddin IH. Parental
perspective of behavior management techniques in dental treatment for
their pre-school children. Proceeding Book of 9th Dental Students’
Scientific Symposium, Malaysia. 2019; 1: 17–19.

[59] Sharma A, Tyagi R. Behavior Assessment of children in dental settings: a
retrospective study. International Journal of Clinical Pediatric Dentistry.
2011; 4: 35–39.

[60] Thirunavakarasu R, Sudhan M, Ramakrishnan M. Parental acceptance

towards behavioural management techniques in pediatric dentistry.
Journal of Research in Medical and Dental Science. 2021; 9: 308–313.

[61] McPherson M, Arango P, Fox H, Lauver C, McManus M, Newacheck
PW, et al. A new definition of children with special health care needs.
Pediatrics. 1998; 102: 137–139.

[62] Hegde A, Suresh LR, Gowdham G, Shetty AA. Impact of music
distraction on dental anxiety in children having intellectual disability.
International Journal of Clinical Pediatric Dentistry. 2021; 14: 170–174.

[63] Al Zoubi L, Schmoeckel J, Mustafa Ali M, Alkilzy M, Splieth CH.
Parental acceptance of advanced behaviour management techniques in
normal treatment and in emergency situations used in paediatric dentistry.
European Archives of Paediatric Dentistry. 2019; 20: 319–323.

[64] Nathan JE. Perspectives of parents regarding the appropriateness of
physical restraint alone or in conjunction with sedative techniques for
managing challenging pediatric dental behaviour. Journal of Dental
Health and Oral Research. 2022; 3: 1–16.

[65] Ramazani N. Different aspects of general anesthesia in pediatric dentistry:
a review. Iranian Journal of Pediatrics. 2016; 26: e2613.

[66] Chen H, Yang H, Chi H, Chen H. Physiologic and behavioral effects of
papoose board on anxiety in dental patients with special needs. Journal of
the Formosan Medical Association. 2014; 113: 94–101.

[67] Ismail N, Isa KAM, Wan Mokhtar I. A randomised crossover trial of
behaviour guidance techniques on children with special health care needs
during dental treatment: the physiological variations. Children. 2022; 9:
1526.

[68] Weaver JM. Why is physical restraint still acceptable for dentistry?
Anesthesia Progress. 2010; 57: 43–44.

[69] Lloyd M, Law GU, Heard A, Kroese B. When a child says ‘no’:
experiences of nurses working with children having invasive procedures.
Paediatric Care. 2008; 20: 29–34.

[70] Kupietzky A. Strap him down or knock him out: is conscious sedation
with restraint an alternative to general anaesthesia? British Dental
Journal. 2004; 196: 133–138.

[71] Ministry of Health Malaysia. Guidelines on management of
aggressive patients in Ministry of Health facilities. 2016. Available
at: https://www.moh.gov.my/moh/resources/Penerbitan/
Garis%20Panduan/Pengurusan%20KEsihatan%20&%20kawalan%
20pykit/GUIDELINES_ON_MANAGEMENT_OF_AGGRESSIVE_
PATIENTS_14042017.pdf (Accessed: 04 July 2023).

[72] Petrini C. Ethical considerations for evaluating the issue of physical
restraint in psychiatry. Annali dell’Istituto Superiore di Sanità. 2013; 49:
281–285.

How to cite this article: Norsaima Ismail, Mohd Yusmiaidil
Putera Mohd Yusof, Ilham Wan Mokhtar. Factors influencing
parental acceptance toward the use of passive immobilisation
as behaviour guidance in children during dental treatment: a
scoping review. Journal of Clinical Pediatric Dentistry. 2024;
48(3): 6-14. doi: 10.22514/jocpd.2024.053.

https://www.daj.de/fileadmin/user_upload/PDF_Downloads/Epi_2016/Epi_final_BB1801_final.pdf
https://www.daj.de/fileadmin/user_upload/PDF_Downloads/Epi_2016/Epi_final_BB1801_final.pdf
https://www.moh.gov.my/moh/resources/Penerbitan/Garis%20Panduan/Pengurusan%20KEsihatan%20&%20kawalan%20pykit/GUIDELINES_ON_MANAGEMENT_OF_AGGRESSIVE_PATIENTS_14042017.pdf
https://www.moh.gov.my/moh/resources/Penerbitan/Garis%20Panduan/Pengurusan%20KEsihatan%20&%20kawalan%20pykit/GUIDELINES_ON_MANAGEMENT_OF_AGGRESSIVE_PATIENTS_14042017.pdf
https://www.moh.gov.my/moh/resources/Penerbitan/Garis%20Panduan/Pengurusan%20KEsihatan%20&%20kawalan%20pykit/GUIDELINES_ON_MANAGEMENT_OF_AGGRESSIVE_PATIENTS_14042017.pdf
https://www.moh.gov.my/moh/resources/Penerbitan/Garis%20Panduan/Pengurusan%20KEsihatan%20&%20kawalan%20pykit/GUIDELINES_ON_MANAGEMENT_OF_AGGRESSIVE_PATIENTS_14042017.pdf

	Introduction
	Materials and methods
	Search strategies
	Study identification and selection

	Results
	Characteristic of the included studies
	Type of passive immobilisation
	Factors influencing parental acceptance of passive immobilisation techniques
	Parent influence
	Children characteristic

	Passive immobilisation ranking parental preferences

	Discussion
	Strength of the study
	Knowledge gap

	Conclusions

